Background and Goal of Study: EVA has been introduced as a ventilation principle to allow suf ficient gas exchange through small lumen cannulas or catheters [1]. However, optimal ventilation set tings have not yet been determined. Therefore we evaluated the ef fect of dif ferent ventilation frequencies on the ef ficiency of EVA through a 40 cm long cuf fed narrow bore catheter (CNBC) with a 2.5 mm ID ventilation lumen and a separate pressure monitoring channel [2]. Materials and Methods: Af ter approval by the local Animal Welfare Commit tee six pigs (38-45 kg) were anesthetized and normoventilated by intermit tent positive pressure ventilation at an FiO 2 of 0.4. Moni toring lines were placed. Af ter base line recordings the CNBC was inserted through the endotracheal tube. Ventrain, a new ejector ventilator [3] (Dolphys Medical, Eindhoven, The Netherlands) connec ted to an oxygen flow meter set to 15 L/min, was used to apply EVA. As part of a larger experiment, the pigs were ventilated for up to 30 minutes in a random order at ventilation frequencies of 15, 30, and 60 cycles per minute with an I:E-ratio of about 1:1. Af ter a washout period of at least 30 minutes the nex t experimental run was started. Background: Diificult airways are fortunately rather uncommon and a can't intubate can't ventilate situation appears in probably one in 10,000 anaesthesias.
Several intubation at tempts were made using a rather stif f guide with 8 oral tube.
The at tempts were unsuccessful and it became impossible to ventilate the patient with bag and mask and with LMA. As colleague with airway interest I was called. They had prepared for cricothyroidotomy. It was dif ficult, due to the anatomy, to puncture the trachea with the needle and multiple at tempts were made. I punctured the trachea with a 2 mm needle and started to ventilate the patient using the Ventrain TM at a ratio of 1:1 with 100% oxygen. The oxygen sat. rose from < 50% to about 75-80%. Af ter ventilating a couple of cycles blood clots were suctioned into the Ventrain TM tube from the trachea, but it did not compromise the ventilation. Now the cricothyroidotomy was successfully performed using the Melker Cricothyroidotomy 5 with cuf f Several blood clots were then suctioned from the trachea. Surgery was postponed, and PCI was performed. Laryngoscopy showed a very edematous epiglot tis and no glot tis was seen. The nex t day the ENT-surgeons tried to perform a tracheostomy but failed due to the anatomy. Most of the trachea was intrathoracic so they had to finish the operation by changing the Melker number 5 to a flexible tracheostomy cannula 7 mm through the cricothyroid membrane. Laboratory tests showed a small myocardial infarct. The patient was awakened and showed no signs of cerebral ischemic complication despite 15 min. with oxygen sat.< 50%. Discussion: In a sitation of CICV performe an early cricothyroidotomy.
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Background and Goal of Study: Airway related complications cause morbidity en mortality 1 . A camera embedded in the tip of the tube has potential benefits to reduce complications, including confirmation of correct tracheal tube placement in low-output states. Recently we have developed a novel tracheal intubation technique: camera in tube intubation: CITI 2 .The goal of the study was to describe our first clinical experiences Materials and Methods: The Review Board approved the study. Patients gave writ ten informed consent. Eighteen ASA I patients Mallampati (MP) 1 (n=15) and MP3 (n=3) with normal airways were included. Three MP1 patients were intubated before prone positioning. Af ter prone positioning tracheal tube position was compared to the supine position. General anaesthesia was induced intravenously. Af ter neuromuscular blockade we inserted a 10 cm Berman™ intubating airway pre-loaded with a Vivasight™ tube size 7.5. Af ter obtaining a view of the ary tenoids or vocal cords a jaw-thrust manoeuvre was performed to improve the view. A 14F Frova™ intubating catheter was inserted through the glot tis over which the Vivasight tube was advanced until the carina was seen. We recorded the time to capnographic confirmation of tracheal intubation and we studied any complication of the technique. Results and Discussion: All 18 intubations were successful. In MP 1 patients, the mean time (range) to intubation was 90 seconds (70-120). The first three MP 1patients required two or three at tempts, the following twelve patients required 1 at tempt. It took 70 (55-120) seconds to intubate the MP 3 patients. The first MP 3 patient required 2 at tempts. Tube displacement af ter prone positioning was more than 1 cm in two patients, in the third patient there was no tube migration. There were no complications. Seven patients (38%) complained of a sore throat, comparable with standard laryngoscopy and intubation Conclusion(s): Our first clinical experiences indicates that camera in tube intubation is an easy to learn, promising intubation technique 
